Healthcare registries, otherwise known in Sweden as national quality registries (NQRs), have progressed from being a patient-focused system supporting medical results to become the basis of a health policy steering instrument called regional comparisons (RCs). This article seeks to explain RCs as an unintended consequence of the NQR development, by utilizing the concepts of policy entrepreneurs and streams of impact: the problem stream (problem perceived), the policy stream (what is valid), and the political stream (governmental objectives). The empirical contribution lies in insights on how the RCs have developed as an unintended consequence of entrepreneurial deliberate action in the process of creating NQRs. These findings are based on documents, interviews, and previous research in the social sciences. The article also argues for a critical understanding of public knowledge management (PKM) related to experiences in the development of NQRs regarding how to use knowledge in healthcare government. This article highlights how knowledge generated in quality systems based on registries could imply a stronger role for authorities in exerting control over the medical profession. It also discusses the potential use of research evidence on NQRs as a base for more efficient policymaking.
INTRODUCTION
Today, national quality registries (NQRs) serve as vehicles for new ideas on how to manage healthcare in Sweden; in other words, they are instruments with which to address important public health challenges. In the 1970s Swedish physicians developed quality registries. These registries have advanced to become a patient-focused system for monitoring treatment results linked to individual diagnoses, medical assessments, and medical results (SKL, 2011) . The innovation is now a major tool for the medical profession to expand treatment (BCG, 2009 ).
However, policymakers in Sweden use regional comparisons (RCs) containing information generated by NQRs in healthcare policymaking. The fundamental characteristic of Sweden's healthcare system is that of a unitary state with universal, publicly funded healthcare. The political responsibility for running public hospitals and primary care centres is largely delegated to the second-tier level, namely the regions.
The RCs contain indicators by medical area, health status, patient experience, cost, accessibility, drug treatment, and overall indicators about health conditions, and are open to the public (SKL, 2013) . They provide a V C The Author 2016. Published by Oxford University Press. All rights reserved. For Permissions, please email: journals.permissions@oup.com basis for a political debate and decision-making about sustaining accountability and improvement in healthcare. These comparisons also function as a knowledge base and advocacy tool for political leadership, as well as allowing public officials to perform in-depth analyses and to implement changes in healthcare. Even though the registries investigated have been developed in Sweden, there is a universal interest in how policymaking has progressed and faced challenges, especially as similar kinds of registries exist in other countries such as the UK, the USA, Australia and Denmark (BCG, 2011) . Furthermore, there is a common interest in the implications for knowledge management in healthcare based on healthcare registries. Additionally, there are spill over effects to adjacent political areas such as social policy, elderly care and education policy, where open comparisons are also developed and used with healthcare as a role model (SKL, 2012) . Now, the question is, how is it possible that in 40 years, more or less, a medical instrument such as the NQRs has become the backbone of a political steering instrument called RCs? This article seeks to explain RCs as an unintended consequence of the NQR development. An unintended consequence means that something is used in a manner different from the original intention. Apart from providing a better understanding of this development, the article also aims to contribute to a discussion of the implications following policymaking through healthcare registries.
To understand what makes people pay attention to some issues and not others, we need to know why and how problems, solutions, and decisions converge at the same event. To grasp the phenomenon of an unintended consequence, this study uses Kingdon's 'garbage can model' of coinciding streams. Policy entrepreneurs' intentions and anticipation of problems and politics play an important role in effecting policy changes and adopting innovations (Kingdon, 2011) .
This article is divided into six sections. First, I discuss the general theoretical prerequisites and then the methodological aspects of how to assess stream coupling. After that, the empirical development of NQRs and RCs is reviewed in three sections. In the final section, I debate the key points of change in relation to the case and research question and highlight some implications of policymaking by registries.
ENTREPRENEURIAL STREAM COUPLING AS THEORETICAL PERSPECTIVE
This article suggests that there may be fundamental changes in policy when stream coupling and technological change transform longstanding quality instruments. New alternatives may arise when rapid shifts occur in the policy process that results in unintended consequences separated from the original intention.
Unintended consequences are significant in modern politics, due to the growing complexity, and involve consequences bargained among competing interests. An awareness of unintended consequences is therefore important, since they shape new activities in policymaking that give rise to spill overs in adjacent policy arenas. To understand RCs as an unintended consequence of a policy process, this study applies the theoretical notions of the stream coupling of policy, problem, and political streams by policy entrepreneurs (Kingdon, 2011) . Kingdon treated these three kinds of streams as possible influences on policymaking. Other studies have shown how this theoretical perspective may well serve as a necessary constituent for how some innovations come to the attention of public officials and as a foundation for improved policymaking in healthcare (Mannheimer et al., 2007; Guldbrandsson and Fossum, 2009; Clavier and de Leeuw, 2013) . In understanding the development of how attention is drawn to a particular issue, there is a need to interlace political strategies with health policy innovations (Breton and de Leeuw, 2010; de Leeuw and Clavier, 2011; Pollitt, 2012) .
In this article, the medical profession and public officials are seen as the policy entrepreneurs willing to invest different kinds of resources in the incentives they favour to synchronize activities with events in the outside world (cf. Schneider and Teske, 1992) . The entrepreneurs exploit incidents of instability when coupling the streams that have an impact on future decisions. Their innovations are often a creative combination of already known factors and the experience gained in collective learning processes (Mintrom and Norman, 2009) . In that sense, the medical profession can affect the adjustment of innovations such as NQRs to new situations. However, as policy entrepreneurs, the medical profession and public officials do not necessarily hold formal political positions in Swedish public healthcare, but rather, they act within a political environment.
METHODS
To grasp the interaction of policymaking and medical professionals, a case study is illustrative. This single case can be described as a unique case (Yin, 2009) , since Sweden is the only country that has seen a significant growth of NQRs (BCG, 2009). The case described in this article is not the NQR itself, or even the more general development. Rather, the case is the 'unintended consequence', which through a complex set of events occurred in the early 2000s. The article aims to answer the questions why and how did it occur? It also addresses the question of the aftermath and potential consequences of the management using registries.
By using the case method, it is possible to make a detailed empirical description of changes in NQRs that have occurred episodically, in formative phases. The key points within this historical development are illustrated in a temporal typology (Gerring, 2012) . The aim of the temporal typology is to clarify critical events that indicate transmission into another phase. Based on different ideas of governing the phases together describe the historical development.
Documents and interviews have been scrutinized to recreate this historical process. It deals with the entangled situation between the NQRs and RCs and the streams of politics, policy, and problems. Since the study has a historical perspective, document sources are particularly important, as they reflect the past. While interviews can be influenced by current views, documents describe situations at the time they were written (Prior, 2010) .
The present study is based on data from a variety of official documents such as official government reports, agreements, policy papers, evaluation reports and existing healthcare and social science studies on health services in Sweden. The document research was based on a scanning of the home pages of public health authorities in Sweden, which contain key policy documents. These sources often served as guides to other relevant studies and records. This procedure was repeated until no new and relevant documents were identified. The documents also had the advantage of putting the NQRs into a broader health policy context. Seven interviews were conducted with key players at regional or national authorities, with different backgrounds. The purpose was to gain further knowledge of occurrences of significance in the development of the NQRs. The selection of informants was conducted by using a snowball method (Kvale and Brinkmann, 2009 ), on the premise that they had a specific interest in quality registries and were affiliated with leading roles of political bodies at national and regional levels working with quality management. The interviews were not standardized; instead, they were based on four themes: historical development of quality systems, trends of management, strategies and obstacles for quality registers, and patients' choice and open government. The next section will delineate how this data material was scrutinized to detect and assess stream coupling in the NQR development.
To assess stream coupling
The documents and interviews were analysed with the aim to map the development of NQRs and RCs. Phrases, circumstances, and entities relevant to the research question and streams of politics, policy and problems were identified and divided into their respective categories in three steps (Graneheim and Lundman, 2004) .
First, distinguishing features of the political stream need to be established. Change is seen as a response to what Kingdon called 'a national mood' composed of organized political factors, and to ideological influences on the politics and changes of administration and management ideas. These factors force issues high on the agenda and affect the consequences.
Second, the national mood needs to be related to perceived problems. Since people pay attention to some problems and ignore others, indicators of problem recognition must be identified (Kingdon, 2011) . Problems connected to public expenditures and budgetary impacts tend to place a problem on the agenda and capture the attention of important people. In public healthcare, surveys of waiting times and accessibility are primarily used to follow changes in the problem. But surveys can also be used to indicate the magnitude of a problem. People's interpretation of the feedback determines whether it is to be considered a problem or not.
Third, there are obstacles to the survival of a policy idea. Kingdon (2011) stated two general facilitating criteria. The idea has to be both technically feasible and acceptable according to the values of the members in a given policy area. These two factors also have an impact on the consequences of policy decisions.
In the following, I will argue that choices made earlier have triggered different forces over time that have supported and strengthened the idea of the NQR. The following empirical presentation will also show that the connection in each sequence, between the streams, illustrates different patterns of entrepreneurial behaviour that ended up in an unintended consequence, specifically, the RC.
EMERGENCE OF NQRS AND PROFESSIONAL MONOPOLIZING
The public sector environment in Sweden during the 1970s was highly influenced by the so-called Progressive Public Administration, characterized by rigid regulation and a distinct divide between private and public sectors (Hood, 1995; Vedung 2010) . Immergut (1992) described how the political aims of achieving equity and access in different policy arenas motivated a total reorganization of the Swedish healthcare system. It was, as a whole, not one reform after another, but rather a discontinuous and multilevel reform process driven by political interests to nationalize healthcare. It definitely removed the ability of doctors to treat patients privately, and implied sharp restrictions regarding the private entrepreneurial behaviour of doctors.
The policy of using planning as a management tool, and the expansion of the public sector, raised new questions and demands for information (Vedung, 2010) . Against a backdrop of budget deficits in the 1970s as well as an unrestrictive economic policy, it created a need for rationalizations. However, the problem at the time of having a distinct gap between politicians and healthcare workers made collaboration on quality issues in healthcare difficult (Carder and Klingeberg, 1980) . Public officials and the medical profession provided different functions and distinct demarcations in the political steering of healthcare. The responses by medical professionals were primarily to convince governmental representatives of the professions' ability to self-monitor and guarantee health improvements (Garpenby, 1989) .
This situation created an opening for the use of registry studies. Findings from the interviews revealed that doctors working at teaching hospitals came up with the idea of operating production control studies, closely connected to scientific studies. Thus, the foundation of the NQRs was based on the core of medical and scientific knowledge. Several of the respondents also claimed that the operation of the registries was highly dependent on individual doctors, since they lacked public funding. Nevertheless, by providing and gathering information about groups of patients, the registries were a way forward in tackling the menace of controlling and streamlining. Heidenheimer (1980) stated that Swedish medical professionals strengthen their professional dominance for immediate retaliation when perceiving a threat by political and management encroachment. By professional monopolizing, the medical profession strives for autonomy by setting their own standards in a new political environment with different policy demands. In this case, I am referring to how knowledge is generated in the registries by the profession and how the medical profession takes advantage of an asymmetric relationship. The NQRs contain scientific knowledge that only can be reached by professional skills.
The Swedish Knee Arthroplasty Registry served as a model. The registry started in 1975 after a time of rapid development in a new type of surgery. The purpose was to give early warnings about inferior designs. Later, Robertsson et al. (2000: p. 17 ) stated that the willingness of authorities and other purchasers to give financial support increased when the effects of previous financing were shown, the results of the treatment were pictured, improvement in quality was demonstrated, and trends were predicted.
The data generated in the registries had a great impact on not only quality improvements but also budget negotiations. The respondents also stressed the budget negotiations as an inertial factor that had to be passed in a struggle for financial resources to direct expansion and to request financial means year after year. The ability to prognosticate gave the medical profession an agendasetting advantage in budget negotiations.
The above illustrates a stream coupling process in which NQRs are beneficial for both the medical profession and the innovation itself. Constrained by the problem stream of political and financial issues created by interlocking collaborative lines, the medical profession worked around elements it could not change, by using its professional knowledge. In these self-reinforcing processes, the profession developed a public entrepreneurial behaviour to consolidate its professional position and to obtain financial resources that would gain both the innovation of quality registries and clinics in the longer term.
Quality registries were the product that emerged in the self-reinforcing process of professional monopolizing in adaption to the policy stream of planning production control articulated by public officials and politicians. The expansion of the registries increased the power for the parts of the medical profession that had registries. It also suited the political streams of equity and access in conjunction with rationalization efforts. Nonetheless, the cost of maintenance of the registries was still a concern for the medical profession.
EXCHANGING RESOURCES BETWEEN PUBLIC OFFICIALS AND THE MEDICAL PROFESSION
So far, the NQRs were mainly a question for parts of the medical profession. So, how did the NQRs arouse a great deal of interest among public officials? In the mid-1990s demands for different resources between public officials and the medical profession became blended, which strengthened development of the NQRs. At this time, the system of New Public Management (NPM) had its breakthrough in Sweden (Hood, 1995; Christensen and Laegreid, 2001) .
The problem at the time with a growing dissatisfaction among the public had its roots in poor access to healthcare, and a lack of trust combined with financial pressures on the public sector (Larsson et al., 2012) . The respondents provided a detailed description of the financial pressure and increasing internationalization as two important developments. Healthcare organizations experienced heavy pressure on their productivity, and yet there was very little scope for streamlining existing organizations. The governmental bodies' preoccupation with financial issues was questioned in healthcare, especially among doctors. According to this development, the respondents delineated how international management models, reimbursement mechanisms and quality management became important issues in Swedish healthcare.
The question in focus was no longer production control, but rather a policy to achieve efficiency and effectiveness. This rearrangement with new management ideas raised a question of how actors promoting quality in healthcare would act to adjust to the changes.
In the mid-1990s, a development department was established at the Federation of County Councils FCC (Predecessor to the Swedish Association of Local Authorities and Regions [SALAR].). It was, at the time, a small group of people with different kinds of experience in quality management of healthcare systems. The respondents indicated that both the medical profession and public authorities were in different ways searching for ideas, methods, programmes, innovations, and policies for a new mode of governance.
However, the common objective was to address the apparent shortcomings in healthcare, such as low accessibility, long waiting times, and weakened credibility (Garpenby, 1992) . When facing the challenges of efficiency and effectiveness, a new idea of using quality registries was introduced by public officials at the FCC. The idea was that the registers could serve as a means to improve quality in the overall healthcare system. In 1994 when the medical profession's control of the registries was still unlimited, the number of registries was sixteen. Public officials were dependent on the professions' knowledge as a resource, and the profession was dependent on financial resources controlled by the public officials, making them dependent on each other (Garpenby, 1999) .
The respondents explained how, in this crucial situation, an engagement with the FCC, National Board of Health and Welfare (NBHW), and representatives of the NQRs led to the Committee for NQRs. The group initiated financial support for the NQRs, and public officials gained influence over quality work in the NQRs.
This narrative throws light on mutually beneficial, self-reinforcing processes of exchanging resources. The political stream influenced by the NPM and the problem stream of financial pressure and public dissatisfaction raised the question among public officials of how to achieve efficiency and effectiveness in healthcare. In line with the policy stream of quality thinking, entrepreneurial mobilizing activities connected the streams and exchanged resources. This promoted the development of more registries in other medical areas, and by 1998 the number of national registries had reached 45 (Garpenby, 1999) .
The interaction studied here demonstrates that the endogenous change had a consequence beneficial to both sides, due to financial constraints and striving for quality efficiency. However, knowledge generated in NQRs was a strictly internal matter, and had not yet become a public policy issue.
THE EXERTION OF LEGITIMACY AND POLITICAL USE OF THE NQR IN RCs
The fact that the medical profession, with its medical and technical knowledge, traditionally guarantees quality in healthcare serves to underline the special relationship that the medical profession has with policymakers in the Swedish healthcare sector. Levay and Waks (2009) argued that the medical profession itself is involved in making healthcare increasingly transparent in order to legitimize and benchmark their professional work. The following will explain how these legitimizing efforts bring the streams together and open the window to a major change in policy.
During the 2000s a growing interest in knowledge management developed among governmental bodies in Sweden (Governmental Report, Ds 2014: 9) . Knowledge management emerged during the 1990s as a comprehensive response to the question of how to handle knowledge within private business organizations (Spender and Grant, 1996) . In short, it refers to different systems for creating, obtaining, accumulating, and circulating information, giving employees involved access to valuable information. The political interest in management by knowledge is also to be understood as an answer to the international trend in public management of quality assurance, evaluations, monitoring, and transparency (Hood and Heald, 2006; Blomgren and Sahlin, 2007) .
In the early 2000s, a policy of transparency was recognized in Sweden. Influenced by a global concern expressed through rapid growth of quality assurance programmes, accreditation systems, medical audits, and national and international ranking systems (Lindgren et al., 2012) , several governmental bodies such as the European Commission, the Association of Local Authorities and Regions (SALAR), the NBHW, the Swedish Council of Technology Assessment in Healthcare, and the Confederation of Swedish Enterprises actively promoted transparent thinking (Blomgren and Sahlin, 2007) . Traditional healthcare actors also advanced transparency, thereby building new relationships when new actors from the business world entered the arena (BCG, 2009) . Quite in keeping this position, the respondents believed in transparency as a way of reinforcing healthcare providers' legitimacy in the eyes of the citizens. That is to say, the problems were once again delineated as a pressing financial situation, low accessibility and a lack of trust.
The boundaries of the health system seem to become increasingly indistinct when more actors enter the arena. As a part of this change, the knowledge on what creates health raise a need for policy innovations. This development redefines what actors are involved in the policy process as the healthcare system becomes even more dependent on different forms of electronic health information systems (Kickbusch, 2009) . Technical influences of the introduction and use of the Statistical Analysis System (SAS) database were crucial for the public officials. It opened a window to join the streams and to change the policy towards RCs open to the public.
The respondents stressed how the database breakthrough in early 2000 meant further possibilities for analysis, processing, and development of results generated by the registries. The entrepreneurial collaboration between the holder of the Registry of Information and Knowledge about Swedish Heart Intensive Care Admissions, SAS representatives, and the FCC supported the establishment of a new database. It is to be noted that the registry for diabetes started to use a similar tool at almost the same time. Since then, the growth in the number of registries has increased rapidly, covering several but not all medical areas. In 2009 a study showed that NQRs covered 25% of the total healthcare costs in Sweden (BCG, 2009). They also contain more relevant and frequently used data and have a higher degree of coverage than before the use of SAS database. For that reason, the registries have become more and more transparent and have been used for benchmarking.
In 2006, the first RCs were published after collaboration between the FCC (later SALAR), NBHW, and the medical profession. The information provided in the RCs is largely generated by the NQRs. Nevertheless, the respondents underline that this was not the original intention of the registries. The intent was to improve medical treatment. It was not the profession's own decision to publish information contained in the registries, but rather a response to outside pressure. Then, once it was involved, the medical profession learned how to handle policy demands for transparency. It kept control of the development by setting its own criteria on medical advances of the registries (Levay and Waks, 2009 ). However, the medical profession could not stop such a contingency as the RCs.
Open comparisons of regions, hospitals, and clinics in Swedish healthcare have two purposes: to give insights into healthcare and to contribute to healthcare management and health promotion (SoS and SKL, 2010) . The RCs can be regarded as a soft political control instrument, since they lack jurisdictional sanctions. This is a further expression of transparency as a kind of open government, to legitimize and promote healthcare work, enabled by the entrepreneurial interplay of public officials and the medical profession (Levay and Waks, 2009) .
Pressured by the problem stream of discontent, and changes in governance towards a political stream of knowledge management, policy entrepreneurs synchronized these events, and found a policy solution in the RCs in line with the policy stream of transparency, and open government.
Technical progress in this endogenous change is one essential prerequisite that helped to formulate transparent thinking and the rapid development of NQRs. This indicates that health management and promotion are becoming more knowledge and health literacy dependent. Public comparisons of quality are not a unique asset, but rather something that follows international trends, as well as being a way of realizing the political stream of knowledge management. It is a question of strengthening policy and consolidating the legitimacy of public healthcare. Self-reinforcing processes of legitimizing activities through open publications in the policy stream via technical solutions facilitated further development of NQRs in both scope and range and ended up with the RC as an unintended consequence.
DISCUSSION
What can be learned from the stream couplings in the NQR development? The NQRs have undergone significant changes during the last 40 years, changes concerning both the objectives and the use of quality registries, which now have a central role in Swedish healthcare quality management. Figure 1 illustrates the formative phases, where new actors enter the arena and selfreinforcing factors transpire. All three forces have not been equally prominent over time. That does not mean that they have disappeared; instead, they have varied in importance. The case demonstrates that quality in healthcare is not solely a matter for professionals, but also for policymakers. Political and structural settings, often connoting lethargy and restriction of choices and solutions, must not be underestimated in these kinds of development processes.
The discussion below is divided into two sections. The first section will address the similarities between the three stages in how the medical profession used the policies at hand to gain advantages by using NQRs in its striving for autonomy, preserving resources, and winning confidence. The next section will address some implications of the development towards RCs.
Stream coupling and self-reinforcing
To begin with, entrepreneurial behaviour and stream coupling played an important part in the progress of NQRs. The three analysed confrontations between the medical profession and public officials oblige us to focus on the streams, thus counteracting the balance between policies, politics and problems. The empirical findings indicate that the forces of monopolizing, resource dependency, and legitimizing efforts underpinned the developments, strengthening the NQR in self-reinforcing movements.
It is significant how NQRs have been adapted to different kinds of governance. Now, the RCs are the unintended solution to the political problems and demand for transparency. Striving for legitimacy is also a decisive reason. Nevertheless, it would not have been possible without better opportunities to process large quantities of information. RCs are suitable for forms of governance based on transparency. However, knowledge generated by registries gives opportunities for governments to exercise the power of control. Since the phenomenon of quality registries is spreading to other political areas such as school, correctional treatment and social services, it is an issue for the public administration as a whole (SKL, 2012) .
The NQRs and its use in RCs provide evidence that the public officials are dependent on the knowledge potential the medical profession generates and the bottomup initiatives to implement management reforms. A practical consequence of this is the renewal of an existing instrument that lowers political transaction costs by avoiding long and tortuous implementation processes.
However, the case also illustrates that the content of the registries was, and still is, an issue for the medical profession. Against the streams of problems characterizing Swedish healthcare in general, it is understandable that if politicians want to boost patient and citizen confidence in healthcare permanently, openness and accessibility are absolute political priorities. NQRs are now assigned a special status with new functions. These registries are now offering their capabilities to several problems that need to be solved.
Although, the medical profession still seems to be in control of the content and the knowledge generated by NQRs, the changes are arranged in intertwined and mutually dependent levels. The 'resource dependency situation' shows us that higher-level actions can create arenas where actors meet and create rules, adapting and changing the management settings. All three phases show that the performances of other bodies have an effect on the medical profession's ability to self-regulate and on its competitiveness. Accordingly, the medical profession's ability to set the agenda is dependent on policy ideas.
Lastly, legitimizing efforts by publishing results generated in NQRs has now become a necessary part of practice. Since RCs are now established, the question arises as to what implications policymaking through healthcare registries entails in a public healthcare service. Alongside other quality and knowledge-based management systems in public health administration, such as national patient surveys, national decision support, national medical guidelines, and other forms of registries, the NQRs and the RCs are becoming a substantial part of what I would recommend calling public knowledge management (PKM). It raises the question of how far policymaking through healthcare registries can be applied in a public healthcare setting.
Implications of management by registries
Even though PKM holds positive expressions, there are practical grounds for misgivings about the phenomenon. Using information generated by NQRs in management involves handling large quantities of knowledge. The NQR development shows that there are huge knowledge bases, but there are difficulties in handling them.
As described in the case, knowledge management in private corporations concerns the way knowledge is conserved within the corporation by supporting innovations, data retention, retrieval of data, and distribution of data. However, I argue that PKM is based on the idea that good healthcare decision-making is based on a reliable and comprehensive store of knowledge about diagnosis and treatments. A further requirement is to publish healthcare results, inter alia from NQRs, outside the organization, for policy transparency. In the concept of PKM, an asymmetric relationship is anticipated; the patients must be enlightened about quality in healthcare as a legitimizing effort in order to create openness and reduce doubts by the public.
The interdependence between the medical profession and policymakers has obvious advantages, but there are emerging risks relating to PKM. All three confrontations of streams raise a critical question of how to separate medicine and politics in public healthcare when it comes to policymaking through medical registries. That leads to the question what influence does science have on the policy at hand? Flitcroft et al. (2014) states that institutional and political factors affect the use of evidence and medical knowledge in decision making. A weak point in studies that argue for evidence-based policy-making is that they do not succeed to show how collective decisionmaking are improved by the use of evidence (Oliver et al., 2014) . Thus, there is a need to create a relationship between the producers of evidence, i.e. the registry holders and the decision-makers. A first step is to learn how and where registry knowledge can be used by decision-makers if PKM is to become more than rhetoric.
The trend in Swedish PKM is still ambiguous and presents a diffuse image. If it is not clear what is being managed, the management itself is at risk of being a contradiction. In general, political-administrative policy discussions in Sweden seldom extend beyond statements that management should be based on knowledge, regardless of the policy area, whether that be health policy, social policy, elderly care, or education policy. The unfolding of PKM is a question of streams both outside and within the organization. Thus, there is a need for policy learning about how to use registry knowledge in health policymaking.
CONCLUSIONS
The article aimed to explain why and how the RCs emerged from NQRs as an unintended consequence. I highlight three aspects that affect the RCs as an unintended consequence, apart from stream coupling: selfreinforcing processes, the involvement of public officials, and technical change.
In view of the stream-coupling situations, a reasonable conclusion is that self-reinforcing actions have strengthened the NQR development and are of importance in the survival of the NQR idea. This development, together with technical progress, opened a window of opportunity that gave rise to the change in policy towards transparency and RCs as an unintended consequence. NQRs have established a strong position in Swedish health policy in the formative phases, due to the self-reinforcing powers.
Not less important is how the threes streams of problems, politics and policy joined in three different occasions to contribute to major changes in the progression of the quality registries. In view of entrepreneurial policy activities concerning how to use and adapt the innovation of NQRs, the medical profession has also improved the way it communicates with civil servants and the political leadership. In so doing, the NQRs and the medical profession are embedded in the policymaking activities.
A collective, entrepreneurial, technical learning to adopt and use the innovation of NQRs in each phase, as more actors enter the arena, show how the development progressed. A further conclusion is that in each phase, selfreinforcing properties induced movement in a certain direction, and over time, it became difficult to reverse direction. Although, Kingdon's conceptualization on agenda setting has obvious advantages in analysing the policy process, self-reinforcing factors seem to capture the interaction of the analytical streams. However, caution is warranted before generalizing to other areas or countries. Elaboration on the role of unintended consequences of everyday action is still necessary in order to enhance the theoretical understanding of stream coupling.
Finally, PKM is a concept with the potential to fashion the means of knowledge management in the public sector of new management processes based on quality instruments. There is an empirical question for future research, whether PKM processes will tend to develop or consolidate deficient management structures. In the end, this study shows that the challenge is to find ways to improve relations between producers of evidence and collective decision-making. Collective knowledge of the difficulties with PKM processes is both of instrumental and of normative use to policymakers in general not only in healthcare but also in social policy, elderly care and education policy, with regard to increasing use of registry-based quality systems in policymaking.
